Proceedings of the Royal Society of Medicine 32 at the line of section shows no malignant changes, it is reasonable to suppose that the relatively minor procedure of local transduodenal excision of the tumour is sufficiently radical to prevent local recurrence and to forestall the development of metastases.
[Mr. Forty has been asked to report to the Section if there is any evidence of recurrence.] Mr. R. T. Burkitt: I should like to emphasize the importance of waiting for some time between probing the common duct and taking a cholangiogram. We have found that even in cases where no obstruction was present, a-cholangiogram taken immediately after probing the duct will be a failure.
The sphincter is thrown into spasm and no dye will pass through.
As Mr. Forty has pointed out, the diagnosis between stone and neoplasm in those cases where a small tumour is palpable in the region of the ampulla of Vater is extremely difficult. Probing the common duct is inconclusive; every surgeon must have had the experience of the probe passing down without difficulty while a stone was later found to be present. Biopsy is similarly inconclusive and on more than one occasion we have had a histological report of chronic inflammation, while in actual fact a neoplasm has been the true cause of obstruction.
For these reasons we have completely abandoned probing the common duct in those cases in which we intend to perform a cholangiogram. We have found this a most valuable -aid todiagnosis as the appearances of stone and neoplasm are quite characteristic. This patient was seen again on 30.8.48, after a severe attack of asthma the day before. The clinical examination did not reveal any abnormality in any of her systems. The investigations on this date included full blood-count, E.S.R., and urine; no abnormality was revealed. There was no loss of weight; her bloodpressure was 140/80, pulse 72. The radiological examination of the chest (30.8.48) showed a shadow to the right of the heart, above the right diaphragm, in the pericardial phrenic fold, very near the anterior chest wall (fig. 1 ). The tomogram was very suggestive of a tumour, Bronchoscopy (Mr. C. Price Thomas, 22.9.48) showed no abnormality.
Operation (Mr. C. Price Thomas, 5.10.48).-There was no tumour in the lower lobe of the mediastinum, but a mass in the region of the pericardial phrenic fold which was recognized as being a hernia through the hiatus of Morgagni (between the costal and sternal elements of the diaphragm). The hernia could be reduced easily through the hiatus and the margins of the opening easily palpated.
Since the operation, from which the patient made an uneventful recovery, there have been no further symptoms or signs.
Comment.-A typical attack of asthma was caused by a right diaphragmatic hernia through the hiatus of Morgagni. Such hernih are not very rare, but, to my knowledge, have never been recognized as a cause of asthma. Operative treatment led to a cure of the asthma. REFERENCE HARRINGTON, STUART W. (1945) Ann. Surg., 122, 546. ? Stiimpell-Marie Type of Spondylitis.-GERALD SLOT, M. D.
A. F. G., male. History of a fall four years ago when he hurt the sacral region. He was then X-rayed and told that there was nothing wrong.
Since then he has had pains and for the last year has had severe headaches. No visual sensations and no vomiting. He complains of backache and pains in his shoulders with a feeling of weakness. There is no tenderness.
Neurological examination has been completely negative except for a doubtful extensor reflex in the right leg.
X-rays show sacralization of the fifth lumbar vertebra. At the lower end of the sacrum on the left side ( fig. 1) there is a bony outgrowth which was suggested as a 
